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Abstract

Men are more likely to die of cancer, heart disease, or diabetes at 
younger ages than women – a reality that is compounded by the 
reluctance of men to use healthcare services. In addition to reduced 
life expectancy, men can also expect to live fewer healthy years than 
their female counterparts. As gynecologists and obstetricians have led 
the women’s health movement in addressing gender-specific gaps in 
care, urologists are well-poised to take on a leadership role to advocate 
for, and address, men’s health initiatives.

Overall perspective 

The women’s health movement has been a strong force in 
healthcare planning for the past 2 decades, addressing signifi-
cant gaps in healthcare delivery, research, advocacy and policy. 
In contrast, there has been less focus on equally important 
issues related to men’s health, even though mortality rates are 
consistently higher among men than women. 

Canadian men, on average, can expect to live for 4 fewer 
years than women.1 Life expectancy data for British Columbia 
from the 1920s to the present day show a steady increase in life 
expectancy for both sexes, thanks to improvements that have 
percolated through society (i.e., labour laws, safety legislation, 
smoking cessation, seatbelts and environmental campaigns). 
Though the gender gap is gradually narrowing, women are 
still consistently living, on average, longer than men (Fig. 1).2 
Part of the issue may be the fact that, in our culture, men are 
not conditioned to see their health as a priority. Unhelpful 
stereotypes of independence, risk taking and “the strong silent 
type” make it difficult to engage in positive health behaviour. 
An alternative explanation may also be found in the biological 
reality of the impact of the Y chromosome on the male body 
and the influence of testosterone on human (and almost all 
other species) human behaviour.

A number of biologic, social and environmental factors con-
tribute to this gap in average life expectancy between the sexes, 
and there are several particular causes causes of early life loss. 
Cardiovascular disease is known to strike men more often and 
earlier than women.3 Some proposed factors contributing to 
this disparity include poor nutritional habits, such as lower 
consumption of fruits and vegetables and higher salt intake,3-5 
poorer anger management,6 and a higher likelihood of being 
overweight.2 A potential cardioprotective effect of estrogen 
has been hypothesized to account for part of the disparity in 
cardiovascular disease between men and women;7,8 however, 
further research is needed to determine the role of estrogen in 
preventing heart disease. Death by suicide is also higher among 
men than women.9,10 Men are 3 to 4 times more likely to carry 
out suicide, with the highest rates being among middle-aged 
men.11 Reasons for this have been attributed to a greater willing-
ness to use lethal methods, a reluctance to talk about emotional 
distress or seek help for it, higher rates of alcohol use, and a 
greater tendency to move quickly from thought to action. Males 
are generally considered to be higher risk-takers than females. 
Indeed, motor vehicle accidents account for a high proportion 
of deaths among men in their late teens and 20s. As well, men 
may be exposed to increased risk of death due to occupational 
incidents. In particular, northern residents account for 35% of 
all workplace deaths in British Columbia, and males account 
for nearly 94% of occupational deaths and the vast majority of 
hospitalizations resulting from workplace incidents.12

In addition to reduced life expectancy, men also have lower 
rates of health expectancy – the number of years a person can 
expect to live in good health.13 As a society, we have grown 
accustomed to the disappearance of millions of Canadian men 
from our daily lives – not only from death, but also from ill-
nesses that have rendered them too frail to contribute to their 
full potential. The reality is that Canadian men spend their 
later years in poorer health than their female counterparts. It is 
debatable whether this variability between the sexes in different 
countries and localities is an issue of inequity, masculinity or 
biological inevitability.
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Many chronic health conditions in men (estimated at 70%) 
can be attributed to lifestyle and are potentially preventable. In 
most cultures, most men have been raised to adopt a masculine 
role, with a focus on independence, fearlessness and strength. 
As a result, men are generally less likely than women to seek 
help, or to acknowledge weakness or vulnerability, with nega-
tive health consequences.14 It is generally acknowledged that 
men are less likely than women to use healthcare services, with 
an estimated 80% of men refusing to see a physician until they 
are convinced by their spouse or partner to do so.15,16

Men’s health initiatives in Canada 

Although several provinces support specific men’s health initia-
tives, such as prostate cancer awareness, depression or exer-
cise/diet, none of the provincial or territorial health ministries 
promote any overarching strategies or initiatives to target men’s 
health directly. In 2002, Quebec commissioned the Comité de 
travail en matière de prévention et d’aide aux hommes (Working 
committee for prevention and assistance to men); this group 
released a report focusing on male health and social servi-
ces. In 2004, the Committee made a number of recommenda-
tions to the Quebec Ministry of Health and Social Services. 
These recommendations included the development of specific 

strategies for addressing suicide, where men are considered a 
priority client; and the development of public awareness cam-
paigns related to men’s health, focusing on the need for men to 
conduct self-examinations of their testicles, as well as prostate 
cancer screening and prevention. They also recommended that 
services offered by the Ministry be adapted towards the needs 
of men.

Until 2007, no federal government actions directly targeted 
men’s health. This changed when the Canadian Institute of 
Health Research (CIHR) sponsored the first national Canadian 
conference on men’s health and held a “Boy’s and Men’s 
Health” Seed Grant competition, which led to the funding of 
9 proposals. Awareness campaigns such as “Movember” have 
helped to raise awareness of men’s health issues within the 
mainstream population. Movember has become one of the 
largest sources of funding for prostate cancer in the world, 
and has recently expanded to increase awareness around male 
mental health. 

In 2009, the Male Health Initiative of BC was launched as 
an umbrella initiative to facilitate educational collaboration, 
broad spectrum research and the gathering, production and dis-
semination of best practices or standards of care. The initiative 
also enabled the advocacy of men’s health issues at all levels 
of government. Most recently, in June 2014, the non-profit 
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Fig. 1. Life expectancy from birth in British Columbia. Taken from Bilsker et al.2



CUAJ • July-August 2014 • Volume 8(7-8Suppl5)S144

Goldenberg

Canadian Men’s Health Foundation (CMHF) was established 
to inspire men to live healthier lives. The goal of the founda-
tion is to raise social awareness of largely preventable health 
problems and to enable men, and their families to value men’s 
health by providing them with information and healthy lifestyle 
programs that will motivate them to truly hear, absorb and act 
on it. This is achieved through programs, such as online health 
risk assessment tools and ongoing awareness campaigns based 
on modern communications research, focus groups as well as 
collaboration with other healthcare societies and associations 
to assist them to activate their men’s health campaigns. The 
Foundation’s first national awareness campaign, “don’t change 
much,” includes websites, social media, advertising and news 
coverage directed at 30- to 50-year-old men, their partners 
and families. A Canadian Men’s Health Week now takes place 
annually in the days leading up to Father’s Day.

Where does the urologist fit as a male health specialist? 

Across a man’s lifespan, the urologist plays a vital role in the 
management of men’s health issues – dealing with voiding 
abnormalities and urinary tract infections in the early years; 
erectile and reproductive issues throughout the reproductive 
years; testosterone deficiency, prostate cancer and benign pros-
tatic hyperplasia (BPH) in later years; and other genitourin-
ary cancers that can occur throughout the lifespan of a male. 
In addition to conditions with a urologic presentation, many 
general male health issues have a urologic impact. Obesity 
has been linked to lower urinary tract symptoms (LUTS).17-19 
Smoking is a known risk factor for bladder cancer.20 In many 
cases, sexual dysfunction is a portal to the early detection of 
cardiovascular disease, obesity, metabolic syndrome, hypogo-
nadism and bone problems. Therefore, when a man presents 
with erectile dysfunction, the urologist has an opportunity to 
investigate possible underlying causes, including cardiovascular 
disease and endocrine dysfunction. For the man who presents to 
the urologist with decreased levels of energy and libido suggest-
ive of hypogonadism, depression might also be considered as 
a differential diagnosis. Analogous to the role that obstetricians 
and gynecologists have assumed in women’s health, urolo-
gists have a unique opportunity to act as champions of men’s 
health and are well-positioned to communicate important pre-
vention messages. Urologists recognize the negative effects of 
early lifestyle behaviours, such as smoking and poor nutrition, 
on male health and the risk of later genitourinary disorders. 
The urologist therefore has the opportunity to affect positive 
change through early intervention, such as smoking cessation 
and weight loss counselling, as well as through education, risk 
assessment, awareness and prevention campaigns. 

Conclusion 

With the growing acknowledgement of the need for a gender-
specific focus on the health needs of men, the urologist is 

uniquely poised to assume a leadership role in the coordina-
tion and collaboration of male health issues – from “cradle to 
grave.” By acting as a gateway to the health system for men who 
might otherwise be reluctant to seek care, urologists can help 
organize standards of care and best practices for men’s health.
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